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ABSTRACT 
BACKGROUND 
Occupational therapists working within general and tertiary hospitals face many 
practice challenges. Ongoing reforms within the Australian health context have seen 
a growing emphasis on ensuring system sustainability with the implementation of 
greater financial constraints with increased expectations around quality, 
accountability and safety. In Western Australia (WA) little has been evaluated 
regarding how these health system changes influence occupational therapy within 
an increasingly busy and restrictive acute hospital setting. To address this issue 
there were three principal objectives of the study. First, the study strives to provide 
a rich description of occupational therapy practice within the acute hospital setting. 
Second, it explores how external constraints within the acute hospital setting 
impact the practice processes of Western Australian occupational therapists. Last, 
the study seeks to contribute to the development of theoretical knowledge about 
occupational therapy practice within the acute hospital setting. Implications for 
future occupational therapy education and clinical practice are discussed.    
METHODS 
To achieve the study objectives, a two stage approach was used. In stage one a 
scoping review was completed to ascertain from the existing literature what is 
known about occupational therapy practice within acute hospitals. Knowledge 
gained from the scoping review informed the qualitative, second stage of the study. 
Following ethical approval, in-depth, semi-structured interviews, with a case study 
component were completed with 13 occupational therapists currently working on 
acute adult medical wards within metropolitan Perth, Western Australia. 
Occupational therapists working in mental health, paediatrics and rehabilitation 
were not included in the study. Data were collected on the nature of acute practice 
as described by the occupational therapists and analysed using a grounded theory 
approach. Themes were refined using a constant comparative method to identify 
the conceptual categories and core category that emerged from the data set.  
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RESULTS 
In total 34 publications were included in the scoping review. Thematic analysis 
revealed four themes as they related to occupational therapy practice in acute 
hospital settings: 1) a comparison of the practice of novice and experienced 
occupational therapists in acute care; 2) occupational therapists and the discharge 
planning process; 3) role of occupation in the acute care setting; and 4) personal 
skills needed and organisational factors affecting acute care practice.  The in-depth 
interviews with occupational therapists revealed five conceptual categories in 
relation to acute hospital practice. Two categories addressed the practice 
challenges experienced: (1) pragmatic organisational influences on client care; and 
(2) establishing a professional identity in the multi-disciplinary team. The practice 
challenges confirmed what is known in the current literature regarding the 
difficulties experienced by occupational therapists in the acute care setting. In 
addition, the study revealed three categories regarding how the occupational 
therapists were responding to these practice challenges. In the acute care setting  
occupational therapists focussed on (3) being the client advocate on their rapid 
hospital journey; (4) taking on the facilitator role to enable team action; and (5) 
engaging in a condensed form of clinical reasoning to meet workplace 
requirements. A core concept of modified practice emerged from the data analysis 
which reflected the instinctive, but often not recognised, changes occupational 
therapists were making to their daily practice in the acute care context. Acute 
occupational therapists are expanding into roles where a truncated form of their 
fundamental occupational therapy skills can exist within the restrictive parameters 
of this setting. By modifying their clinical reasoning processes and embracing a rapid 
form of the advocate and facilitator role, therapists ensure that occupational 
therapy remains relevant in the acute setting.  
CONCLUSION 
The study demonstrated that in response to workplace demands, occupational 
therapists working within the acute hospital are intuitively modifying their practice. 
Occupational therapy within the acute care setting currently centres on discharge 
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facilitation. Ongoing healthcare reforms have limited acute occupational therapists’ 
ability to engage their clients in meaningful occupation-based treatment in every 
interaction. Subsequently, acute care occupational therapists are responding by 
placing increased importance on facilitating a strong sense of client-centeredness in 
this setting. By modifying their practice processes, occupational therapists are 
ensuring that fundamental occupational therapy skills continue to exist in acute 
care.  
Within the healthcare system, ongoing reform will be sought to prepare acute 
hospitals for future demand. Occupational therapists are well placed to contribute 
more to client care in the acute hospital if innovations in service delivery are 
embraced. However, a number of personal and professional challenges to achieve 
this goal exist. Greater understanding by educators and clinical managers of how to 
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GLOSSARY OF TERMS 
Activity Based Funding 
 
Independently priced funding payments allocated to all Australian state and 
territory hospitals for services rendered under the direction of The National 





Specialist care provided to critically unwell or injured persons. Treatment is 
provided in a time-sensitive and rapid approach with the purpose of improving 
health outcomes (Hirshon et al., 2013). 
 
Four Hour rule (also known as Four Hour Rule Program) 
 
Western Australian Department of Health initiative to manage bed block and 
patient flow from hospital emergency departments. Patient presentations to 
emergency departments are to be either discharged home or transferred to an 




A multidisciplinary team (MDT) comprises members from different healthcare 
professions with specialised skills and expertise. The members collaborate together 
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Symbolic interactism  
 
All individuals are socially constructed and make sense of the world due to the 
process of social interaction (Mead 1962). 
 
Tacit knowledge 
The implicitly generated knowledge that develops after repeated exposure to the 
specific demands of an individual situation (Carrier, Levasseur, Bédard, & 
Desrosiers, 2010). 
Tertiary hospital 
Hospital that provides services requiring highly specialised skills, technology and 
support to all Western Australia. Typically a tertiary hospital may include centres of 
excellence, research and development; and will provide a leadership role for 
integrated clinical services. Interchangeably used with the term ‘Teaching hospital’ 
(WA Department of Health, 2014). 
General hospital 
A facility that provides services with a focus on the broader health needs of the 
community it serves, rather than a concentration on the purely clinical aspects of 
health care. A general hospital should provide for most of the health needs of its 
population. Interchangeably used with the term ‘general hospital’ (WA Department 
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ABBREVIATIONS AND ACRONYMS 
ABF  Activity Based Funding 
FHR  Four hour rule 
OCC  Occupational Therapy Council (Australia and New Zealand) Ltd 
OTAUS  Occupational Therapy Australia Ltd 
OT  Occupational Therapy 
WA  Western Australia 








Page | xiv 
TABLE OF CONTENTS 
 ..................................................................................................................................... ii 
ABSTRACT................................................................................................................ iii 
ACKNOWLEDGEMENTS ......................................................................................... vi 
LIST OF PUBLICATIONS ........................................................................................vii 
CONFERENCE PRESENTATIONS ........................................................................ viii 
STATEMENT OF CONTRIBUTION BY OTHERS................................................... ix 
STATEMENT OF CONTRIBUTION BY OTHERS.................................................... x 
GLOSSARY OF TERMS ............................................................................................ xi 
ABBREVIATIONS AND ACRONYMS .................................................................. xiii 
TABLE OF CONTENTS ........................................................................................... xiv 
1. Introduction ............................................................................................ 1 
1.1 Overview ................................................................................................ 2 
1.1 A Synopsis of the Australian Acute Health Care System ....................... 4 
1.2 Occupational Therapy in Acute Care ..................................................... 5 
1.3 Rationale ................................................................................................ 8 
1.4 Structure of Thesis ................................................................................. 9 
1.5 References ............................................................................................ 11 
2. Publication One: Literature Review ..................................................... 14 
3. Research Design ................................................................................... 23 
3.1 Introduction .......................................................................................... 24 
3.2 Scoping Review ................................................................................... 24 
3.3 Qualitative Methodology ...................................................................... 25 
3.3.1 Theoretical Perspective- Grounded Theory .......................................... 26 
3.3.2 Sampling and Recruitment Methods .................................................... 28 
3.3.3 Inclusion and Exclusion- Occupational Therapists ............................... 29 
3.3.4 Informed Consent ................................................................................. 29 
3.3.5 Data Collection .................................................................................... 30 
3.3.5.1 In-Depth Interviews ...................................................................... 30 
3.3.5.2 Interview Guide ............................................................................ 30 
3.3.5.3 Developing the Interview Guide ................................................... 31 
3.3.5.4 Case Study .................................................................................... 31 
3.3.5.5 Interview Process .......................................................................... 32 
3.3.6 Data Analysis ....................................................................................... 33 
 
 
Page | xv 
3.3.6.1 Coding .......................................................................................... 33 
3.3.6.2 Memos .......................................................................................... 34 
3.3.6.3 Theoretical Saturation and Sample Size ....................................... 34 
3.3.7 Rigour .................................................................................................. 35 
3.3.7.1 Credibility ..................................................................................... 35 
3.3.7.2 Auditability ................................................................................... 36 
3.3.7.3 Fittingness .................................................................................... 36 
3.3.8 Ethics ................................................................................................... 36 
3.3.9 Data Storage ......................................................................................... 37 
3.4 Limitations ........................................................................................... 38 
3.5 References ............................................................................................ 39 
4. Publication Two ................................................................................... 41 
5. Discussion ............................................................................................ 51 
5.1 Introduction .......................................................................................... 52 
5.2 Is Occupational Therapy in Acute Hospitals Relevant?........................ 53 
5.3 Maintaining the Essence of Occupational Therapy in an Ever-Evolving 
Setting .................................................................................................. 55 
5.4 Re-Formed Practice for a Reforming System ....................................... 59 
5.5 Further Research and Education ........................................................... 62 
5.6 Conclusion ........................................................................................... 63 
5.7 References ............................................................................................ 64 
Appendix A Evidence of Peer Review: Article One ................................................. 66 
Appendix B Evidence of Peer Review: Article Two ................................................ 67 
Appendix C Copyright Declarations: Publications One and Two ............................. 68 
Appendix D Demographic Information .................................................................... 70 
Appendix E Information Sheet ................................................................................. 71 
Appendix F Consent Form ....................................................................................... 72 
Appendix G Interview Guide .................................................................................... 73 
Appendix H Demographic Information Sheet .......................................................... 74 
Appendix I Case Study ........................................................................................... 75 
Appendix J Curtin University Ethics Approval ....................................................... 76 
Appendix K Royal Perth Hospital Ethics Approval .................................................. 77 
Appendix L South Metropolitan Area Health Service Reciprocal Ethics Approval . 78 
 
Chapter One: Introduction 
 











Chapter One: Introduction 
 
Page | 2 
1.1 OVERVIEW 
Occupational therapy is a dynamic, client centred profession concerned with 
enabling people to participate in activities of everyday life through the therapeutic 
use of occupation (World Federation of Occupational Therapists, 2013). 
Increasingly, factors outside the direct control of the profession are shaping the way 
occupational therapy is practised. The traditional notion of occupational therapy as 
solely rehabilitative is no longer applicable in all modern day healthcare settings. 
Extensive changes to how healthcare is managed have occurred since the inception 
of the profession in the early 1900s (Gordon, 2008). Increasingly, attempts have 
been made to minimise the financial costs associated with growing healthcare 
usage (Frenk et al., 2010). Subsequently, a need to demonstrate economic 
accountability often overshadows how a client centred approach to practice can be 
achieved. For occupational therapy, this means daily practice has become a 
balancing act. Attempts to ensure practice is philosophically grounded are weighted 
against the need to demonstrate ongoing value to the health care system. 
Occupational therapists, educators and managers alike are pushed to demonstrate 
‘best fit’ in an evolving and rapidly expanding healthcare system (Freeman, 
McWilliam, MacKinnon, De Luca, & Rappolt, 2009). 
On their own, fiscal changes will fail to future-proof the healthcare system for the 
demand that accompanies a growing population. Increasingly, innovation will be 
sought to develop new ways to manage and provide future healthcare (Day, 2015). 
Technology and digital media are predicted to both change and challenge how 
health professions and consumers have historically interacted (Garrett, 2012). 
Consumers are expected to demand a greater voice in any healthcare decision 
making. They will be more informed, and have access to more health information 
than ever before (Charlesworth, Jamieson, Butler, & Davey, 2015). The acute 
hospital, and more specifically the practice of occupational therapy in acute care, 
will not be immune to these anticipated changes to health provision. 
Steady reductions in hospital length of stay and greater throughput of clients on 
acute wards have seen the scope of occupational therapy practice in acute care 
Chapter One: Introduction 
 
Page | 3 
decrease (Griffin, 1993). The push to reduce costs to the health care system means 
clients are now on the acute wards for the shortest time possible (Hargreaves, 
Grayson, & Titulaer, 2002). For occupational therapists, an identity of discharge 
facilitation has subsequently developed in this setting (Griffin & McConnell, 2001). 
Research to date on acute hospital practice is limited and focusses predominantly 
on the roles and tasks available to, and performed by, occupational therapists in 
this setting. While this research has been helpful in describing what occupational 
therapists do in the acute hospital, it does not provide insights into how 
occupational therapy can be practised in response to healthcare reforms. This thesis 
focuses on the acute hospital where occupational therapists are increasingly 
required to accommodate the effects of healthcare reform in their daily practice.   
 
This thesis explores the issue of occupational therapy practice in the acute setting 
by addressing the following objectives: 
1. To describe the scope of occupational therapy practice in acute care 
hospitals. 
2. To identify the practice challenges experienced by occupational therapists in 
acute care hospitals. 
3. To explore the practice processes, including clinical reasoning, used by 
occupational therapists within acute care hospitals.  
4. To contribute to theoretical discussion about the nature of occupational 
therapy in acute care hospitals. 
5. To discuss future implications for the education and clinical practice of 
occupational therapy.   
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1.1 A SYNOPSIS OF THE AUSTRALIAN ACUTE 
HEALTH CARE SYSTEM 
To understand the context of this study, a brief description of the current health 
landscape and trends within acute hospitals is provided.   
A review of historical and current literature regarding global healthcare identifies 
growing concern regarding the sustainability and accessibility of future health 
services (Charlesworth, et al., 2015; Day, 2015; Hawkes, 2013). Advances in medical 
management mean the health care of older Australians is becoming more complex, 
with many people living longer and with a greater number of co-morbidities 
(Hawkes, 2013). Within Western Australia, this aging population is placing growing 
demand on existing acute inpatient beds (Australian Institute of Health and 
Welfare, 2013b; Cunningham & Sammut, 2012; Hargreaves, et al., 2002). Regular 
access to the comprehensive care offered by acute hospitals has become necessary 
for the management of this patient demographic (Schofield & Earnest, 2006). 
Current health estimates indicate that 47-50% of all bed occupancy within 
Australian acute hospitals is by older Australians with this percentage expected to 
increase (L. C. Gray, Yeo, & Duckett, 2004).  To minimise the costs associated with 
increased bed usage, recent changes to the provision and management of 
healthcare in Australia have occurred.  
 
Federally, a need to streamline healthcare funding and enhance transparency 
within the healthcare system led to the formation of The National Partnership 
Agreement on Hospital and Health Workforce Reform in 2009 (Commonwealth of 
Australia, 2010). At a State level, further efficiency changes to the management of 
patient flow from Western Australian emergency departments was sought (WA 
Department of Health, 2014). The implementation of a Four Hour Rule Program 
ensured patients treated in an emergency department were either discharged or 
transferred to an inpatient ward in a timely manner (WA Department of Health, 
2011).  Additionally, increased accountability for healthcare spending was 
introduced through the Activity Based Funding model (Greco, 2010). Activity Based 
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Funding removed all state and territory lump sum health payments and replaced 
them with payment direct to hospitals based on services rendered (National Health 
and Hospitals Reform Commission, 2009).  
 
However, for health professions such as occupational therapy, current fiscal 
accountability measures further constrict professional scope of practice in the acute 
hospital  (Freeman, et al., 2009). Hospitals are currently incentivised to move 
patients through quickly to increase activity levels and funding. As throughput of 
clients increases, the time available to invest in client interactions and depth of 
occupational performance difficulties is impaired. Occupational therapists become 
increasingly dissatisfied with practice when their ability to demonstrate their 
professional skills is restricted by system limitations (Moore, Cruickshank, & Haas, 
2006). 
This thesis takes the central tenet of increased healthcare reform as a fundamental 
challenge for occupational therapists within acute hospitals. It raises questions 
about how best to remain true to fundamental principles of occupational therapy 
while fulfilling the requirements of an evolving health care system. A historical 
approach is presented in order to understand the evolution of occupational therapy 
within acute hospitals. 
1.2 OCCUPATIONAL THERAPY IN ACUTE CARE 
Within the acute hospital, occupational therapists are currently recognised for their 
role in facilitating client discharge and preventing hospital re-admissions (Blaga & 
Robertson, 2008; Roberts & Robinson, 2014). A progressive reduction in acute 
hospital length of stay has increasingly limited the breadth of occupational therapy 
practice in this setting (Griffin, 1993). An increased requirement to facilitate 
discharge means opportunities to invest in interventions is limited. Reinterpretation 
of the traditional assessment/ intervention/ discharge cycle into one of 
assessment/discharge only has been pronounced in acute care (Griffin, 1993; Griffin 
& McConnell, 2001). 
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International studies highlight the unique contribution occupational therapy makes 
on acute hospital wards with clients recovering from specific diagnostic conditions 
such as stroke and traumatic brain injury (Garraway, Akhtar, Prescott, & Hockey, 
1980; Sale et al., 2014). However, occupational therapy practice within the general 
acute hospital is under-researched. Evidence of how compatible occupational 
therapy practice is with the acute hospital setting in the current climate of 
healthcare changes is lacking. Consequently, understanding of the practice 
processes specific to acute hospital occupational therapy is limited.  
Occupational therapy is defined by the World Federation of Occupational Therapy 
as a ‘client-centred health profession concerned with promoting health and 
wellbeing through occupation’ (World Federation of Occupational Therapists, 2013). 
The primary objective of occupational therapy is to ‘promote, maintain, or restore 
functional independence in daily living skills’ (World Federation of Occupational 
Therapists, 2013). For occupational therapists working within the acute hospital 
setting the objectives and philosophy of practice remain the same. This thesis 
proposes that repeated exposure to the practice challenges in acute care have 
intuitively led occupational therapists to modify how they can successfully integrate 
occupational therapy principles into this setting.   
Currently, 28.1% of occupational therapists practicing in Australia work within the 
hospital setting (Australian Institute of Health and Welfare, 2013a). However, within 
Australia, explicit education within occupational therapy curriculum on navigating 
the landscape of acute hospital practice appears sparse. Furthermore, no 
requirements exist for student fieldwork to include an acute hospital placement 
(Occupational Therapy Council (Australia & New Zealand) LTD., 2012). Despite this 
limited preparedness for practice, occupational therapy in acute hospitals is 
informed by the same fundamental body of knowledge as practice in other health 
and community settings. The conceptual models and frameworks developed and 
taught within occupational therapy help shape and guide client interventions in 
acute hospitals even without explicit instruction on its translation into this setting.  
For occupational therapy graduates who enter this practice setting, the ability to 
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successfully integrate occupational therapy knowledge in acute care is largely left to 
them to navigate.  
Occupational therapists working in acute hospitals develop tacit knowledge in 
response to the specific requirements needed in this context, just as they do in all 
areas of practice (Carrier, Levasseur, Bédard, & Desrosiers, 2010). For occupational 
therapy within the acute hospital, the tacit knowledge that develops is inclusive of 
the specific practice processes, including clinical reasoning, that enable effective 
client driven outcomes in this setting.  An ability to develop clinical reasoning and 
decision making skills is dependent on clearly defined assumptions about practice 
drawn from a conceptual basis (Elliott, Velde, & Wittman, 2002; Reed, 1998).  Often 
difficult to articulate, the clinical reasoning of occupational therapists is seen as a 
subtle process that facilitates the client outcomes relative to the beliefs of the 
profession (C. Mattingly & M. Fleming, 1994; Mosey, 1996; Neistadt, 1998; L. 
Robertson, 2012; Schell & Cervero, 1993).  Clinical reasoning within occupational 
therapy consists primarily of four main types: procedural, interactive, conditional 
and narrative (Fleming, 1994a, 1994b; Mattingly, 1994; C. Mattingly & M. H. 
Fleming, 1994). The transition and interplay of each type of reasoning enables a 
unique, client centred approach that is specific to the practice of occupational 
therapy. In order to understand the practice processes of occupational therapists 
within acute hospitals, critical analysis is necessary. Awareness of how occupational 
therapy decisions are made provides evidence of the modifications to practice that 
are occurring in light of ongoing healthcare reform.   
 
In order to promote a clear future direction for occupational therapy in the acute 
hospital, it is firstly essential to understand current practice. Understanding how 
occupational therapists enable client-centred practice under current heath care 
reforms is necessary to prepare graduates for effective work in this area. To date 
there have been few, if any, studies that examine the practice processes of 
occupational therapists in the acute hospital setting. By examining how decisions 
are made and what types of clinical reasoning are used in the context of a time 
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pressured health environment, future occupational therapists can be appropriately 
educated for this practice setting.   
 
In summary, this thesis aims to contribute additional understanding of the acute 
hospital and the specific needs and requirements of occupational therapists 
working in this setting. Greater awareness of current practice is necessary to 
understand how best to prepare graduates for a health system where ongoing 
reforms are expected. 
 
1.3 RATIONALE 
First, limited evidence exists on the preparedness for acute hospital occupational 
therapy practice (M. Gray et al., 2012). Concerns regarding the transition of practice 
knowledge into clinical settings and supervision requirements have previously been 
highlighted (Craig, Robertson, & Milligan, 2004; Cusick, McIntosh, & Santiago, 2004; 
Elliott, et al., 2002).  However, as governments continue to seek out ways to 
manage predicted healthcare expenditure and increasing consumer involvement in 
health care decision-making, occupational therapy graduates need to have the skills 
and knowledge of how best to develop a professional identity in a changing system. 
This study will contribute to the growing body of knowledge regarding how best to 
equip university graduates for all clinical practice areas, including acute hospitals, so 
as to ensure occupational therapy remains relevant in times of future health care 
change.  
 
Secondly, the nature of occupational therapy practice in acute hospitals is largely 
seen within the profession as ‘not true’ occupational therapy practice (Baum & Law, 
1997; Molineux, 2011).  A lack of research and understanding of the true nature of 
acute practice has impeded the ability to develop a clear professional identity in this 
area of practice. For occupational therapists that work in this setting, an 
understanding of current practice is required so that they may be able to 
confidently articulate a clear identity and identify professional boundaries. 
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Thirdly, there are few Australian studies that explore occupational therapy practice 
in the acute care sector. Additional research will help add to the professional 
knowledge base of this area and provide evidence of practice outcomes. In the 
current climate of healthcare reform, understanding options for professional 
parameters in the acute hospital setting will aid occupational therapy accountability 
requirements.  
 
1.4 STRUCTURE OF THESIS 
This thesis is presented as an exegesis. Chapter one provides an introduction to the 
study, beginning with a synopsis of the Australian and Western Australia healthcare 
systems. An overview of occupational therapy practice in acute hospital settings is 
provided from a historical and current viewpoint.  The profession’s philosophy, 
graduate preparedness for practice and current challenges in the acute hospital 
setting are briefly outlined. Chapter two presents findings from the literature in the 
form of a scoping review. The question that guided the scoping review was: ‘what is 
known from the existing literature about occupational therapy practice in acute 
physical hospital settings?’  This publication entitled ‘Occupational therapy practice 
in acute physical hospital settings: Evidence from a scoping review’ was published 
December 2015 in the peer reviewed Australian Occupational Therapy Journal. 
Chapter three provides an explanation of the research design to address the 
research objectives. This study was completed in two stages. The first stage 
involved the completion of a scoping review on all available evidence in regards to 
the research question. The findings of the scoping review informed the second 
stage of the study. Qualitative inquiry using a grounded theory approach was 
selected and in-depth interviews, with a case study component, were completed 
with occupational therapists practicing in acute hospital settings in Perth, Western 
Australia. Chapter four provides the key findings of this research study from within 
the Western Australian acute hospital context. The findings are presented in a 
publication entitled ‘Occupational therapy in Australian acute hospitals; a modified 
practice’ which was accepted for publication 31st March 2016 in the peer reviewed, 
Australian Occupational Therapy Journal. Chapter five presents the discussion of the 
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research study. The findings related to occupational therapy practice in acute 
hospital settings within a Western Australian context are discussed using current 
local and international published evidence. The discussion outlines the implications 
for occupational therapy practice from both an educational and a clinical 
perspective. Occupational therapists working in acute care need to work towards 
re-forming the profession in response to the changing health landscape which 
includes increased awareness of funding, openness to incorporating new 
technologies and approaches, and an active involvement of clients and their 
families in the health journey. Graduate preparedness for practice within current 
acute care hospitals is discussed. Recommendations for further research are also 
provided for the continued understanding of the needs and attributes of 
occupational therapists entering the acute practice context. 
  
Chapter One: Introduction 
 
Page | 11 
1.5 REFERENCES 
Australian Institute of Health and Welfare. (2013a). Allied health workforce 2012. (Cat. no. 
HWL 51). Canberra: Australian Institute of Health and Welfare Retrieved from 
www.aihw.gov.au/publication-detail/?id=60129544591. 
Australian Institute of Health and Welfare. (2013b). Australian hospital statistics 2011-12. 
(Cat. no. HSE 134). Canberra: Australian Institute of Health and Welfare Retrieved 
from http://www.aihw.gov.au/publication-detail/?id=60129546922. 
Baum, C. M., & Law, M. (1997). Occupational Therapy Practice: Focusing on Occupational 
Performance. American Journal of Occupational Therapy, 51(4), 277-288. doi: 
10.5014/ajot.51.4.277 
Blaga, L., & Robertson, L. (2008). The nature of occupational therapy practice in acute 
physical care settings. New Zealand Journal of Occupational Therapy, 55(2), 11-18.  
Carrier, A., Levasseur, M., Bédard, D., & Desrosiers, J. (2010). Community occupational 
therapists' clinical reasoning: Identifying tacit knowledge. Australian Occupational 
Therapy Journal, 57(6), 356-365 310p. doi: 10.1111/j.1440-1630.2010.00875.x 
Charlesworth, K., Jamieson, M., Butler, C. D., & Davey, R. (2015). The future healthcare? 
Australian Health Review, 39(4), 444-447. doi: http://dx.doi.org/10.1071/AH14243 
Commonwealth of Australia. (2010). A National Health and Hospitals Network for 
Australia's Future. (P3-6430). Canberra: Australian Government. 
Craig, G., Robertson, L., & Milligan, S. (2004). Occupational therapy practice in acute 
physical health care settings: A Pilot Study. New Zealand Journal of Occupational 
Therapy, 51(1), 5-13.  
Cunningham, P., & Sammut, J. (2012). Inadequate acute hospital beds and the limits of 
primary care and prevention. Emergency Medicine Australasia, 24(5), 566-572 
567p. doi: 10.1111/j.1742-6723.2012.01601.x 
Cusick, A., McIntosh, D., & Santiago, L. (2004). New graduate therapists in acute care 
hospitals: Priorities, problems and strategies for departmental action. Australian 
Occupational Therapy Journal, 51(4), 174-184. doi: 10.1046/j.0045-
0766.2003.00380.x 
Day, G. E. (2015). Is our health workforce prepared for future health megatrends? 
[Editorial]. Australian Health Review, 39, 487-488. doi: 
http://dx.doi.org/10.1071/AHv39n5_ED 
Elliott, S. J., Velde, B. P., & Wittman, P. P. (2002). The Use of Theory in Everyday Practice: 
An Exploratory Study. Occupational Therapy in Health Care, 16(1), 45-62.  
Fleming, M. H. (1994a). Conditional Reasoning: Creating Meaningful Experiences Clinical 
Reasoning Forms of Inquiry in a Therapeutic Practice (pp. 197-236). Philadelphia: 
F.A. Davis Company. 
Fleming, M. H. (1994b). Procedural Reasoning: Addressing Functional Limitations Clinical 
Reasoning Forms of Inquiry in a Therapeutic Practice (pp. 137-177). Philadelphia: 
F.A. Davis Company. 
Freeman, A. R., McWilliam, C. L., MacKinnon, J. R., De Luca, S., & Rappolt, S. G. (2009). 
Health professionals' enactment of their accountability obligations: Doing the best 
they can. Social Science & Medicine, 69, 1063-1071. doi: 
http://dx.doi.org.dbgw.lis.curtin.edu.au/10.1016/j.socscimed.2009.07.025 
Frenk, J., Chen, L., Bhutta, Z. A., Cohen, J., Crisp, N., Evans, T., . . . Zurayk, H. (2010). 
Health professionals for a new century: transforming education to strengthen health 
systems in an interdependent world. The Lancet, 376(9756), 1923-1958. doi: 
http://dx.doi.org/10.1016/S0140-6736(10)61854-5 
Garraway, W. M., Akhtar, A. J., Prescott, R. J., & Hockey, L. (1980). Management of acute 
stroke in the elderly: preliminary results of a controlled trial. British Medical 
Journal, 280(6220), 1040-1043.  
Chapter One: Introduction 
 
Page | 12 
Garrett, B. M. (2012). Changing the game; some thoughts on future healthcare demands, 
technology, nursing and interprofessional education. Nurse Education in Practice, 
12(4), 179-181. doi: http://dx.doi.org/10.1016/j.nepr.2012.03.006 
Gordon, D. M. (2008). The History of Occupational Therapy. In E. B. Creapeau, E. S. Cohn 
& B. Boyt Schell (Eds.), Willard & Spackman's occupational therapy (11 ed., pp. 
202-215). Philadelphia: Lippincott Williams & Wilkins.  
Gray, L. C., Yeo, M. A., & Duckett, S. J. (2004). Trends in the use of hospital beds by older 
people in Australia: 1993-2002. Medical Journal of Australia, 181(9).  
Gray, M., Clark, M., Penman, M., Smith, J., Bell, J., Thomas, Y., & Trevan-Hawke, J. 
(2012). New graduate occupational therapists feelings of preparedness for practice in 
Australia and Aotearoa/New Zealand. Australian Occupational Therapy Journal, 
59(6), 445-455. doi: 10.1111/j.1440-1630.2012.01029.x 
Greco, F. (2010). National Health and Hospital Network- Implementing Activity Based 
Funding Nationally [PowerPoint presentation]: Department of Health Victoria. 
Griffin, S. (1993). Short bed stays: Their effect on occupational therapy services in teaching 
hospitals. Archives of Physical Medicine and Rehabilitation, 74(10), 1087-1090.  
Griffin, S., & McConnell, D. (2001). Australian occupational therapy practice in acute care 
settings. Occupational Therapy International, 8(3), 184-197.  
Hargreaves, J., Grayson, N., & Titulaer, L. (2002). Trends in hospital service provision. 
Australian Health Review, 25(5).  
Hawkes, N. (2013). Hospitals without walls. British Medical Journal, 347. doi: 
10.1136/bmj.f5479 
Mattingly, C. (1994). The Narrative Nature of Clinical Reasoning Clinical Reasoning Forms 
of Inquiry in a Therapeutic Practice (pp. 239-269). Philadelphia: F.A. Davis 
Company. 
Mattingly, C., & Fleming, M. (1994). Clinical Reasoning Forms of Inquiry in a Therapeutic 
Practice. Philadelphia: F.A. Davis Company. 
Mattingly, C., & Fleming, M. H. (1994). Interactive Reasoning: Collaborating with the 
Person Clinical Reasoning Forms of Inquiry in a Therapeutic Practice (pp. 178-
196). Philadelphia: F.A. Davis Company. 
Molineux, M. (2011). Standing firm on shifting sands...This article is an edited transcript of 
an invited keynote presentation at the New Zealand Association of Occupational 
Therapists Conference on Friday, 10 September, 2010. New Zealand Journal of 
Occupational Therapy, 58(1), 21-28.  
Moore, K., Cruickshank, M., & Haas, M. (2006). Job satisfaction in occupational therapy: a 
qualitative investigation in urban Australia. Australian Occupational Therapy 
Journal, 53, 18-26.  
Mosey, A. C. (1996). Applied Scientific Inquiry in the Health Professions: An 
Epistemological Orientation (2 ed.). Maryland: The American Occupational 
Therapy Association, Inc. 
National Health and Hospitals Reform Commission. (2009). A Healthier Future for all 
Australians- Final Report of the National Health and Hospitals Reform Commission- 
June 2009. Canberra, ACT. 
Neistadt, M. E. (1998). Teaching clinical reasoning as a thinking frame. The American 
Journal of Occupational Therapy, 52(3), 221-229.  
Occupational Therapy Council (Australia & New Zealand) LTD. (2012). Accreditation 
Standards for Entry-Level Occupational Therapy Education Programs (pp. 18). 
South Perth, WA. 
Reed, K. L. (1998). Theory and frame of reference. Philadelphia: Lippincott. 
Roberts, P. S., & Robinson, M. R. (2014). Occupational Therapy's Role in Preventing Acute 
Readmissions. American Journal of Occupational Therapy, 68(3), 254-259. doi: 
http://dx.doi.org.dbgw.lis.curtin.edu.au/10.5014/ajot.2014.683001 
Robertson, L. (Ed.). (2012). Clinical Reasoning in Occupational Therapy: Controversies in 
Practice. Oxford: Wiley-Blackwell Publishing Ltd. 
Chapter One: Introduction 
 
Page | 13 
Sale, P., Mazzoleni, S., Lombardi, V., Galafate, D., Massimiani, M. P., Posteraro, F., . . . 
Franceschini, M. (2014). Recovery of hand function with robot-assisted therapy in 
acute stroke patients: a randomized-controlled trial. International Journal of 
Rehabilitation Research, 37(3), 236-242.  
Schell, B. A., & Cervero, R. M. (1993). Clinical reasoning in occupational therapy: An 
integrative review. American Journal of Occupational Therapy, 47(7), 605-610.  
Schofield, D. J., & Earnest, A. (2006). Demographic change and the future demand for 
public hospital care in Australia. Australian Health Review, 30(4), 507-515. doi: 
http://dx.doi.org/10.1071/AH060507 
WA Department of Health. (2011). Four Hour Rule Program Progress and Issues Review.  
Perth: Department of Health WA. 
WA Department of Health. (2014). WA Health Clinical Services Framework 2014-2024.  
Perth: Western Australian Government. 
World Federation of Occupational Therapists. (2013). WFOT: Definitions of Occupational 
Therapy from Member Organisations.   http://www.wfot.org/ResourceCentre.aspx 
 
Every reasonable effort has been made to acknowledge the owners of copyright 
material. I would be pleased to hear from any copyright owner who has been 
omitted or incorrectly acknowledged. 
 
Chapter Two: Literature Review 
 









2. PUBLICATION ONE: LITERATURE REVIEW  
  
Chapter Two: Literature Review 
 
Page | 15 
  
Chapter Two: Literature Review 
 
Page | 16 
 
  
Chapter Two: Literature Review 
 
Page | 17 
 
  
Chapter Two: Literature Review 
 
Page | 18 
 
  
Chapter Two: Literature Review 
 
Page | 19 
 
  
Chapter Two: Literature Review 
 
Page | 20 
 
  
Chapter Two: Literature Review 
 
Page | 21 
 
  
Chapter Two: Literature Review 
 
Page | 22 
 
 
Chapter Three: Research Design 
 









3. RESEARCH DESIGN 
  
Chapter Three: Research Design 
 
Page | 24 
3.1 INTRODUCTION 
To address the research objectives, this study was completed in two stages. The 
first stage aimed to scope the breadth of occupational therapy practice in acute 
hospital settings. This was achieved through the completion of a scoping review of 
all available evidence about the research question. The findings of the scoping 
review informed the second stage of the study. Qualitative inquiry using a grounded 
theory approach was selected, and in-depth interviews, with a case study 
component, were completed with occupational therapists practising in acute 
hospital settings in Perth, Western Australia. 
3.2 SCOPING REVIEW 
A scoping review is ‘a form of knowledge synthesis that addresses an exploratory 
research question aimed at mapping key concepts, types of evidence and gaps on 
research related to a defined area or field’ (Colquhoun et al., 2014). A scoping 
review was completed to explore the breadth of current literature available on 
occupational therapy practice in acute hospital settings. In contrast to systematic 
reviews, a scoping review does not require a well formed research question nor 
does it involve assessment of the quality of evidence (McKinstry, Brown, & 
Gustafsson, 2014). Rather a scoping review aims to provide an initial assessment of 
the likely size and breadth of available research evidence (Grant & Booth, 2009). In 
addition to research papers, scoping reviews allow the inclusion of ‘grey’ literature 
in the form of government reports, preliminary research findings, policy documents 
and theses (McKinstry, et al., 2014). This method of evidence synthesis is 
considered particularly useful when limited data is known on the research topic, as 
is the case with occupational therapy practice in acute hospital settings.  
The scoping review was completed using the framework recommended by Arksey 
and O’Malley (2005). The framework consists of five discrete stages: 
1. Identify the research question 
2. Identify the relevant studies 
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3. Select the studies to be included/excluded  
4. Chart the data 
5. Collate, summarise and report the results  
The literature identifies scoping reviews as a useful tool when an overview of the 
evidence is needed (Arksey & O'Malley, 2005; Colquhoun, et al., 2014; McKinstry, et 
al., 2014). By exploring the breadth of current evidence available, a decision can be 
made on whether further investigations into an area of interest are warranted 
(Arksey & O'Malley, 2005; McKinstry, et al., 2014). Conversely, a criticism of scoping 
reviews is that by their very nature they can include lower quality research 
(McKinstry, et al., 2014). However, by including evidence from all levels of the 
quality hierarchy, a scoping review paints a picture of the full landscape aligned 
with the topic of interest. This was considered beneficial for the research area 
under exploration due to the limited data known on the topic.  
Further description of the rationale and details on the methodology for the scoping 
review can be found in Chapter two. 
3.3 QUALITATIVE METHODOLOGY 
Qualitative research is the interpretation and analysis of data in the form of words 
rather than of a numerical nature (Denzin & Lincoln, 2003; Schwandt, 2001). 
Qualitative methods are most useful when used to describe the nature of a 
phenomenon, rather than to investigate its aetiology.   (Borell, Nygård, Asaba, 
Gustavsson, & Hemmingsson, 2012). As a form of inquiry it uses multiple methods 
that are both interactive and humanistic in nature in an attempt to understand and 
draw meaning of human action as it occurs within its natural setting (Creswell, 
2009; Denzin & Lincoln, 2003; Schwandt, 2001). As an understanding of the 
phenomenon of acute hospital practice was sought from the occupational 
therapists who work in this area, qualitative research was identified as a useful 
approach for understanding the participant’s perspectives.  
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Recent studies into acute hospital settings have highlighted the various roles and 
tasks available to and completed by occupational therapists in this practice 
environment (Craig, et al., 2004; Griffin & McConnell, 2001). In addition, language 
use and identity of acute care occupational therapists has been investigated within 
an Australian context (Wilding & Whiteford, 2008, 2009). However, very few studies 
have explored the nature of the acute hospital setting through the descriptive voice 
of the occupational therapists working in this setting. Similarly, limited empirical 
evidence exists that explores the practice processes used by occupational therapists 
within acute hospital settings, including the Western Australian context. To 
specifically address these gaps a qualitative approach using grounded theory was 
chosen to explore the research phenomenon of occupational therapy practice 
within acute care hospital settings in Perth, Western Australia. 
3.3.1 THEORETICAL PERSPECTIVE- GROUNDED THEORY  
First developed as a qualitative form of inquiry in the 1960s, grounded theory draws 
its origins from within sociological and philosophical traditions (B. A. Glaser & 
Strauss, 1967; Strauss & Corbin, 1990). Grounded theory is an analytical inductive 
technique that seeks to generate theory from the examination of social situations 
and the complex interactions and processes which occur within it (B. A. Glaser & 
Strauss, 1967; Stanley & Cheek, 2003).  
Grounded theory is informed by symbolic interactionism which assumes that 
individuals intuitively order and make sense of the world they exist in (Heath & 
Cowley, 2004; Stanley & Cheek, 2003). First developed by Mead (1962) and Blumer 
(1969) symbolic interactionism infers individuals are self-aware, self-reflective and 
able to influence their behaviour based on their interactions with others (Heath & 
Cowley, 2004). Subsequently, the grounded theory researcher seeks to understand 
the realities that exist for an individual or group of people, and will assume that 
people sharing a common circumstance will also share some common meanings 
related to that situation (Stanley & Cheek, 2003).  
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Through a specific data collection and analysis process, grounded theory allows the 
development of a ‘theory’ to emerge that relates to the individuals or group under 
observation (B. A. Glaser & Strauss, 1967; Stanley & Cheek, 2003; Strauss & Corbin, 
1990). This is considered particularly useful when there is currently limited theory 
which helps to explain the behaviours demonstrated in that area (Stanley & Cheek, 
2003). Grounded theory uses a variety of data collection methods such as in-depth 
interviews, field notes, memos, audio tapes and observation which are inductive in 
nature. That is, the theory that emerges from the data set is grounded in that data, 
not influenced by current knowledge and literature on the area of research under 
study. Glaser (1978) expanded by identifying that extensive linking to the literature 
before data collection has commenced has the potential to impact researcher 
sensitivity and influence possible theory development.  Glaser’s approach differs 
subtly from that advocated by Corbin and Strauss (1990) who suggested guidance 
from the research literature can occur to stimulate theoretical sensitivity and early 
theory hypothesis (Heath & Cowley, 2004; Strauss & Corbin, 1990). While previous 
literature on acute care was reviewed and summarised by the researcher in the 
form of a scoping review (Britton, Rosenwax, & McNamara, 2015), this was not 
focussed in nature to a Western Australian, or even an Australian context. As 
recommended by Glaser (1978) this study engaged the literature to provide a wide 
description of the general area and to alert the researcher to the scope of potential 
possibilities that may exist. As previously noted, virtually nothing is known about 
the processes used by occupational therapists in the acute hospital setting and 
whether or not these are similar to those used by occupational therapists in other 
settings.  
A grounded theory approach was selected as the logical basis for exploring and 
interpreting the experiences of acute hospital practice through the descriptive 
voices of the occupational therapists who work in this area. In the context of this 
study, grounded theory allowed for an understanding of the participants’ 
experiences, interactions, actions, attitudes and values in response to the questions 
and clinical case study.  
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3.3.2 SAMPLING AND RECRUITMENT METHODS 
Purposive sampling is a tool used by qualitative researchers to choose units based 
on their relevance to the research question (Creswell, 2009; Schwandt, 2001). For 
this study purposive sampling was used to identify hospitals with acute adult 
general medical wards that offered occupational therapy services within a Health 
Service in metropolitan Perth, Western Australia. At the time of this study, Perth 
metropolitan health services were divided into North and South. Each service 
included a mix of both tertiary and general hospitals funded either publicly or 
privately. This study was conducted within the South service as it included two 
tertiary level hospitals and two general level hospitals all publicly funded. The North 
service comprised only one tertiary and one general level public hospital 
appropriate to this study with the remainder of northern hospitals being 
rehabilitative in nature or privately funded. The differences between tertiary and 
general level hospitals include the variations in clinical cases and severity managed 
within these health centres.  
Theoretical sampling as a tool is used by qualitative researchers to determine 
where, or from whom, data is collected next in line with the theory emerging from 
the research categories (B. A. Glaser & Strauss, 1967; Stanley & Cheek, 2003). For 
this research study theoretical sampling was employed when approaching 
participants from the general level hospitals. As theory began to emerge from the 
data set from tertiary hospital participants, general hospital departments were 
approached to determine whether their participant experiences extended or 
challenged that theory (Seale, 1999). This approach ensured that the theory 
emerging from the research data were transferrable and reflective of both hospital 
types.   
Recruitment of participants occurred through an email which was circulated to the 
four occupational therapy Heads of Departments (HODs). The email included a 
cover letter outlining the aims of the research study, the project’s ethics approval 
and the primary researcher’s contact details. Occupational therapy HODs were 
asked to circulate the email to their acute care occupational therapy staff to inform 
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them of the project. An offer was also presented for the researcher to attend each 
department and discuss the research proposal in person. One department asked 
the researcher to present to all acute care occupational therapists and three 
departments circulated the research information via the HODs. Participants 
contacted the researcher via email if they wished to express interest in participating 
in the study.  Thirteen occupational therapists contacted the researcher and elected 
to participate in the project. A summary of participant demographic information is 
found in Appendix D. 
3.3.3 INCLUSION AND EXCLUSION- OCCUPATIONAL 
THERAPISTS  
Inclusion criteria stipulated that occupational therapists working on current acute 
care wards were included in the research study. At the time of the study within 
Western Australia it was recognised that the names of acute care wards varied 
between hospitals in line with individual hospital policies. As such it was recognised 
that acute wards did not offer rehabilitation and catered specifically for the acute 
management of illness/ injury with clients often, but not always, referred directly 
from the emergency department. Occupational therapists were excluded from the 
study if they worked primarily on long stay, care awaiting placement, paediatric 
medicine or mental health wards. It was recognised that staffing frequently requires 
occupational therapists to manage multiple caseloads and specialties, so discussion 
with university supervisors would occur if a participant wished to participate but 
lack of clarity regarding their predominate ward work was identified. During the 
course of this research study no participants were excluded based on the exclusion 
criteria.  
3.3.4 INFORMED CONSENT  
Each participant was provided with an information sheet outlining details of the 
study (Appendix E). Written consent was obtained from each participant prior to 
the commencement of interviews (Appendix F).  Participants were advised that they 
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may withdraw from the study at any time and that they would be de-identified on 
research data using a numeric code.  
3.3.5 DATA COLLECTION 
3.3.5.1 IN-DEPTH INTERVIEWS 
In-depth interviews are used throughout qualitative research as a form of data 
collection. In-depth interviews provide researchers the opportunity to gather 
information that is not directly accessible through other methods – attitudes, values 
and perceptions on the research topic (Partington, 2001). Through the use of words, 
an understanding of the participants’ social realities can become apparent to the 
researcher during the in-depth interview (Minichiello, Aroni, Timewell, & Alexander, 
1995). Strategies such as active listening, observing non-verbal cues and 
paraphrasing the participant’s narrative to ensure understanding, are employed 
during the in-depth interview to capture the expanse of qualitative data being 
provided (Serry & Liamputtong, 2010). As an understanding of the field of acute 
care occupational therapy was sought for this study, interviews were chosen as the 
data collection method as they allow the participants thoughts, feelings and 
experiences on the research topic to be shared in their own voices.  
3.3.5.2 INTERVIEW GUIDE 
An interview guide was developed following consultation with peers, research 
supervisors, literature review and personal reflections on clinical experience in the 
research area. As the research topic was acute hospital practice from the 
occupational therapist’s point of view, interviews that were semi-structured in 
nature were chosen as the logical data collection method for the research sample. 
Semi-structured interviews provide the interviewer (researcher) opportunity to 
probe for depth and clarity while allowing the interviewee opportunity to convey 
their thoughts, feelings and experience on the research topic (Hitchcock & Hughes, 
1989; Sorrell & Redmond, 1995). Semi-structured interviews are guided by the 
interviewer, but balance exists in the interview process that provides for the 
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expansion of the interviewee’s responses as necessary to ensure richness of data 
collection (Hitchcock & Hughes, 1989; Partington, 2001). 
Data was collected from the participants using a semi-structured interview guide in 
order to elicit extended responses (Appendix G). The questions focused on the 
participants’ daily work routine, description of their role, their perception of wider 
team members’ view of their role, any identifiable operational, organisational or 
personal factors that affected their acute care work and what they saw as their 
unique contribution to this setting. Additionally participants were provided a clinical 
case study to review before discussing their treatment plans and discharge 
arrangements for a client given their current circumstances. Participants were asked 
to provide demographic information including length of time practicing as an 
occupational therapist, length of experience working within the acute care setting, 
level of education, location of educational training and any other clinical areas 
where they have previously worked (Appendix H). Each interview was between 60 
and 90 minutes in duration, was recorded on a digital recording device and 
transcribed verbatim by the researcher. 
3.3.5.3 DEVELOPING THE INTERVIEW GUIDE 
Pilot interviews with three purposively selected occupational therapists were 
completed to identify any issues with the interview questions and refine the clinical 
case study, as discussed below. The three occupational therapists were identified 
from the researcher’s primary workplace. They were selected by the researcher as 
they had varying lengths of clinical experience in acute practice and expressed a 
willingness to participate in the study. Amendments were made to the interview 
questions and case study based on feedback provided by the pilot participants. The 
three pilot interviews also provided the opportunity to refine the interview 
structure and flow. 
3.3.5.4 CASE STUDY 
A case study is a qualitative approach that facilitates exploration of a research 
phenomenon within its context (Baxter & Jack, 2008). Case studies are considered a 
Chapter Three: Research Design 
 
Page | 32 
valuable tool for qualitative research within the health science fields due to their 
ability to develop theory, interventions and evaluate programs (Baxter & Jack, 2008; 
Yin, 2009). A case study was chosen as it allowed the interviewer (researcher) to 
further explore how acute care occupational therapists are practising and the 
processes they use in a given clinical situation. To fully develop understanding of 
how the participants were practising and the processes they employ, context for 
the specific work environment is needed as this is where the clinical and decision 
making skills are utilised (Baxter & Jack, 2008). A single, descriptive case study was 
chosen for use within the in-depth interview process as it helps describe a 
phenomenon within the real-life context in which it occurs (Yin, 2009). The case 
study can be found in Appendix I. 
3.3.5.5 INTERVIEW PROCESS 
Previous clinical experience and awareness of current funding changes regarding 
the practice area was drawn upon when preparing for each interview. A cycle of 
reflection (with both research supervisors and within a written journal) was 
engaged in before and after each interview to assist in the review and modification 
of interviewing style and approach. The interviewing style was reviewed from 
transcripts so any necessary changes could be made.  
As the researcher was a current, practising occupational therapist within one of the 
workplaces, there was a need to manage this potential bias. At the time of the 
interviews the researcher was not supervising any of the respondents in their 
clinical duties, thus reducing the chance of tainting the respondents’ responses to 
the interview questions. This decision had been discussed with the researcher’s line 
managers at the commencement of the research project and as a result the 
researcher was rotated into a different clinical area.  At the commencement of the 
interview the researcher attempted to clearly convey their role to the respondent 
as one of researcher in the area under study rather than as a peer. Efforts were 
made to ensure respondents felt appropriately secure and comfortable to provide 
responses that accurately reflected their thoughts and experiences. The 
development of empathy and rapport was therefore essential for the transfer of 
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intimate knowledge relating to acute care practice from the interviewee to the 
researcher (Partington, 2001).  The researcher’s personal experience working as an 
occupational therapist within the area under study was seen as positively assisting 
with initial rapport building by providing a common implicit understanding of the 
study area. While some participants were known to the researcher through the 
workplace, all participants were provided the same opportunity to engage in 
general conversation prior to the commencement of the interview. This allowed the 
researcher to build trust with the participants to allow them to “open up” during 
the interview process and provide a rich description of their experience. Strategies 
such as actively listening to responses, pausing during the interviews and framing 
responses to allow appropriate follow up questions and expansion of answers were 
used to draw out respondents who were reticent. Provision of prompting questions 
and examples were also used to expand discussion.  
Acknowledgement was made of the time each participant was providing for the 
interview and the negotiations they may be making within their clinical caseloads to 
accommodate this. Flexibility in scheduling interviews around the participants’ 
caseloads and workplace commitments ensured that unnecessary stress was 
minimised. Interviews were scheduled within the participants’ workplaces so efforts 
were made to ensure the room had minimal distractions and that participants had 
adequate time to complete the interview.  
3.3.6 DATA ANALYSIS 
3.3.6.1 CODING 
Congruent with a grounded theory approach, data were analysed using a constant 
comparative method (Denzin & Lincoln, 2003; B. A. Glaser & Strauss, 1967). Data 
analysis and data collection occurred simultaneously throughout the study. This 
process allowed data collection to be directed by any patterns emerging from the 
data set (Strauss & Corbin, 1990). Each interview was read multiple times and a line 
by line analysis occurred where ‘in vivo’ codes were assigned to describe what was 
happening (Stanley & Cheek, 2003; Strauss & Corbin, 1990). 
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A process of ‘open’ coding was completed where the research data was scrutinised 
and the developing categories and concepts are clustered together. These clusters 
of data were given tentative labels and as data analysis progressed, the categories 
were refined and redefined concurrently. 
An essential aspect of the open coding process is that concurrent step of ‘axial’ 
coding. This is where the relationships between the categories and sub categories 
are compared and intensely analysed to develop key relationships both within and 
between the categories (B. A. Glaser & Strauss, 1967).   
Selective coding was used to systematically identify the core category emerging 
from the data set (B. A. Glaser & Strauss, 1967). This core category provided the 
basis for the development of a research theory as it pertained to occupational 
therapy practice in acute hospital settings.  
3.3.6.2 MEMOS 
Memos were used throughout the grounded theory process to preserve emerging 
ideas and hypotheses (Stanley & Cheek, 2003). The memos informed discussion 
with University supervisors and assisted with the data analysis throughout the 
duration of the study.   
3.3.6.3 THEORETICAL SATURATION AND SAMPLE SIZE 
Predicting the point at which theoretical saturation of the data will occur is not 
usually possible when planning a grounded theory study (Strauss & Corbin, 1990). 
This is because theoretical saturation only occurs at the point no new codes or 
categories are emerging from the sample size (Strauss & Corbin, 1990). The 
intention of this study was to explore the nature of occupational therapy practice 
within acute adult physical hospital settings.  No new categories were identified 
after the completion of the data analysis from the twelfth interview. The thirteenth 
interview was completed as confirmation of no new categories of meaning from 
interpreting the data.   
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3.3.7 RIGOUR 
Rigour in grounded theory can be determined through the use of a number of 
approaches (Chiovitti & Piran, 2003). For this grounded theory study, rigour was 
determined by applying the framework developed by Beck (1993) who identified 
credibility, auditability and fittingness as the main criteria for evaluating quality in 
grounded theory research. 
3.3.7.1 CREDIBILITY 
Credibility refers to how realistic and vivid the description and theory of the 
phenomenon is (Beck, 1993). This approach means that what has emerged from the 
data analysis is so faithful to the experience noted by the layperson in that 
situation; they relate it immediately as their own (B. A. Glaser & Strauss, 1967; 
Lincoln, Guba, & Pilotta, 1985). In grounded theory, credibility is also evident when 
other practitioners and researchers can identify the experience when they 
encounter it based on their reading of it in a study (Cooney, 2011). Credibility is 
enhanced within a grounded theory study by a built-in mechanism: the result of 
concurrent data analysis and collection and ‘checking’ of emerging categories 
(Cooney, 2011; Strauss & Corbin, 1990). By constantly validating emerging 
categories against tentatively selected ones, the theory that emerges can be seen as 
properly representing the participants’ experiences. Credibility was further 
enhanced in this study by ensuring the participants steered the direction of inquiry 
that was, at times, unanticipated by the researcher. As data collection and analysis 
progressed, interview questions were modified to reflect emerging themes. This 
also occurred with the use of the pilot interviews to shape the questions and case 
study. Interview transcripts were provided back to the participants for member 
checking to ensure their true meaning was represented. The use of ‘in-vivo’ codes 
further ensured the credibility of the study as the participants own words were 
used to develop categories and themes. 
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3.3.7.2 AUDITABILITY 
Auditability refers to the comprehensive maintenance of records relating to all 
methodological decisions, including sources of data, sampling decisions and 
analytical procedures (Beck, 1993; Cooney, 2011). For grounded theory studies this 
includes the use of memos to record all decisions as they relate to methodological 
and analytical decisions (Cooney, 2011). This process occurred throughout the 
research study with the documentation of meetings with research supervisors and 
the use of a journal to detail personal views and values and assumptions regarding 
the research topic (Beck, 1993).  
3.3.7.3 FITTINGNESS 
Often termed ‘transferability’, fittingness is concerned with demonstrating that the 
findings have meaning to others in similar situations (Beck, 1993; Cooney, 2011). 
This approach requires that the study has been described in sufficient detail to 
ensure that the findings can ’fit’ into contexts outside the one directly researched 
and that the audience can find meaning within the research findings when applied 
to their own situation (Beck, 1993). The onus of ensuring fit for the researcher is 
that the research design and methodology is described in such detail that readers 
can judge the similarities of the study setting/context. Steps were taken to describe 
the research process in detail and to describe the study context.  
3.3.8 ETHICS 
Ethics approval for this study was obtained on 13/05/2011 by the Human Research 
Ethics Committee (HREC) of Curtin University (Appendix J). Further approval was 
obtained from Royal Perth Hospital Ethic Committee 12/10/2011 (Appendix K). As 
ethics approval for general hospitals is managed by tertiary hospital centres within 
Perth, reciprocal ethics approval was sought concurrently at the outset of the 
research project to ensure future availability to occupational therapy staff at these 
centres. Under the South Metropolitan Health Service (SMHS) Human Research 
Ethics Committee (HREC) reciprocal agreement, ethics approval was obtained 
14/08/2012 for Armadale, Rockingham and Fremantle Hospitals (Appendix L).  
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Undertaking this research study raised many questions for the researcher: how to 
respectfully complete the study within the researcher’s primary workplace; how to 
remain objective during the interview process; and how to manage personal 
responses to the participants’ experiences working within acute care. Regular 
debriefing with research supervisors occurred where difficulties relating to the 
interview process were addressed. Furthermore the audio taped interviews were 
repeatedly listened to and memos were reviewed consistently during the coding 
stage and then discussed during supervision sessions. 
As Head of Department support was needed to gain ethics approval, consideration 
was given to the need to engage direct line managers in a period of discussion 
regarding the proposed research project and associated time requirements needed 
for both the researcher and potential participants. Reflection was also given to how 
and when interviews were scheduled to minimise the impact on the researcher’s 
own clinical caseload. This included utilising flexible working arrangements, taking 
advantage of leave cover and scheduling interviews where practicable around non-
peak clinical periods.  
Research respondents were assured of their confidentiality throughout the research 
process through the use of pseudonyms and by having all their data de-identifiable 
both from a personal and workplace stand point. This was considered an important 
ethical consideration to the interview process due to possible stressful situations 
being discussed. Concerns may have arisen if respondents felt there could be 
ramifications from their managers based on their interview responses. 
3.3.9 DATA STORAGE 
All data obtained as part of this study was stored in accordance with section 2.6 
‘manage storage of research data and records’ of the Australian Code for Research 
Conduct of Research (Australian National Health and Medical Research Council 
guidelines (Australian Government, 2007)). Consent forms collected during the 
study were kept in a locked filing cabinet in a locked facility at Curtin University for 
a period of five years.  
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Electronic data including interview transcripts were stored on the researcher’s 
computer and this was protected with a password. These digital files will be 
destroyed seven years after the conclusion of the project.  
3.4 LIMITATIONS  
For this study, several limitations were acknowledged. While at the time of this 
study there were two health services within Perth, Western Australia, recruitment 
of participants for this study was exclusively through one health service only. 
Potentially by incorporating study participants from the tertiary and general 
hospitals within the second health service different experiences may have been 
voiced. There are also no private/ public hospital splits within the health service 
utilised while one exists within the second health service. This may have yielded 
different categories and therapist perspectives on acute practice.  
Recruitment of participant occupational therapists was also completed via email 
information circulated by the Heads of Departments (HODs) to their acute care 
staff. While one hospital elected to have the researcher present and discuss the 
research in person, by relying solely on HOD support for recruitment the 
participation of the acute therapists may have influenced. The response rate for the 
study was 13 occupational therapists across four hospitals. It is therefore noted that 
potentially there were other acute practice therapists at these hospitals that were 
not captured in the study sample.  A further limitation was the gender imbalance. 
All participants were female. Therefore comparisons to the experience of male 
occupational therapists in this work setting are not possible. 
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5.1 INTRODUCTION 
Into the future, the provision of healthcare in Australia will be influenced by 
attempts to minimise costs and meet growing expectations from consumers. 
Greater access to information about health, higher expectations of their health care 
providers and an increased desire to be more involved in healthcare decisions 
means consumers will increasingly shape future health care provision. Exponential 
growth of technology, with greater access to this technology, along with enhanced 
digital health information will change how health education is shared between 
consumers, families, health practitioners and students. For occupational therapists, 
the ability to respond to fiscal pressures along with the growing consumer voice will 
greatly influence how the profession practices in the future.    
Acute hospitals provide comprehensive care to clients, where medical acuity 
requires time-sensitive treatment (Hirshon et al., 2013). Currently, clients over 65 
years of age occupy approximately one-half of acute hospital beds. Population 
predictions indicate that use of acute beds by this age group will increase as the 
population ages and the size of the population over 65 years grows (O'Connell, Ben-
Tovim, McCaughan, Szwarcbord, & McGrath, 2008; Schofield & Earnest, 2006). 
Advances in the management of chronic conditions mean people will live longer and 
with a greater number of co-morbidities (Cunningham & Sammut, 2012). 
Consumers of health services will require a continuation of health management 
beyond an episodic acute hospital admission.  Greater collaboration with primary 
health networks to facilitate the seamless transition of acutely unwell people 
quickly into, and from, acute hospitals will shape future occupational therapy in this 
practice setting.   
This chapter summarises the major findings of the thesis by critically appraising the 
state of acute hospital occupational therapy practice in Perth, Western Australia, 
most of which is relevant to other major cities in Australia.  Current knowledge 
about the scope of occupational therapy practice in acute hospitals has been 
confirmed by this study through the extensive scoping review documented in 
chapter two, and by the participants in this research, whose views are documented 
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in chapter four. The regularly used initial and self-care assessments described in the 
literature were reported by study participants; however, study participants also 
reported their role on the acute hospital ward as predominantly directed towards 
discharge facilitation due to the pressures of minimal time allocated to clients and 
limited resources. In response to these pressures, the tacit roles of client advocate 
and team facilitator had developed. As comprehensively discussed in chapter four, 
the rapid nature of the acute hospital setting has meant occupational therapists 
intuitively modify occupational therapy skills so they can be successfully translated 
into the contemporary acute hospital context.  
The discussion presented in this chapter will further consider the research findings 
as they relate to occupational therapy within the evolving health care system 
arguing that a proactive re-formed approach to occupational therapy is needed in 
the acute hospital. Recommendations for how this approach can be shared through 
education and further research are discussed. 
5.2 IS OCCUPATIONAL THERAPY IN ACUTE 
HOSPITALS RELEVANT? 
It is clear occupational therapists working within acute hospitals experience many 
practice challenges that are different from those experienced within the 
rehabilitation or community settings.  It is now well-known, and confirmed within 
this thesis, that the scope of occupational therapy practice in acute hospitals has 
been reduced and threatened by the changing health landscape. The introduction 
of Activity Based Funding (ABF) has greatly changed how acute hospitals are 
resourced (Council of Australian Governments, 2014). Policies such as the Four Hour 
Rule (WA Department of Health, 2011) aimed at streamlining client movement 
within acute hospitals has further challenged occupational therapy. These policies 
have been implemented by government in an attempt to rein in hospital bed days 
as a method of minimising overall health spending (Council of Australian 
Governments, 2014). In spite of increased financial accountability, further 
innovations within health will continue to be sought to meet increasing user 
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demand for acute hospitals. As noted throughout this thesis, shorter bed days have 
been found to be problematic to acute hospital occupational therapy. Reduced time 
with clients is prohibitive to investing in in-depth, traditional occupational therapy 
interventions. Subsequently, acute hospital occupational therapy is typically 
characterised by its ability to coordinate safe client discharges in a time sensitive 
manner.  
Despite clear evidence of the effect the changing health landscape has had on the 
scope of occupational therapy in acute hospitals, to date no significant 
transformation journey has been documented which shows the profession is 
adequately preparing for future healthcare reforms. Repeatedly, attempts have 
been made to continue with traditional approaches to occupational therapy 
practice in acute hospitals (Griffin & McConnell, 2001; Li-Tsang, 2003). This can 
result in occupational therapists who become frustrated with the limitations placed 
on their service provision within this setting and disheartened at their inability to 
contribute more to their clients. The thesis demonstrates that occupational 
therapists strongly value their communication skills and ability to champion their 
clients’ causes across the acute hospital journey. However, the current approach to 
acute hospital practice hinders the ability to promote the potential of these 
attributes. As traditional practice approaches become increasingly incompatible 
with the acute context, occupational therapists continue to struggle to promote 
their identity and enact their role. 
Ambiguity regarding achievable roles and occupational therapy identity in acute 
hospitals has been documented in the literature since the early 1990s (Moore, et 
al., 2006; Wilding, 2008). This ambiguity hampers the articulation of a clear 
occupational therapy contribution in the acute setting and makes integration with 
the multidisciplinary team more difficult. Griffin & McConnell (2001) raised 
concerns that acute care occupational therapists were noted as lacking a clear 
direction in this setting. Wilding & Whiteford (2008) found that difficulty embracing 
and using occupational therapy language led to a disconnection between practice 
and the philosophical basis of the profession. Without a clear understanding of 
professional identity, clinical decisions are not made in line with the profession’s 
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belief system. For the participants in this study, lack of a clear identity led to 
difficulty in defining what they saw as their unique contribution on the wards in 
which they worked. As identified by this thesis, decreased staffing, limited 
resources and reduced time have not yet persuaded the occupational therapy 
profession to critically analyse how to provide services effectively within the acute 
hospital.  Therefore, the current identity that has been adopted by acute 
occupational therapists is predominantly discharge-focussed.  As discussions 
regarding health and health management increase, this discharge identity fails to 
consider the real value occupational therapy could contribute to clients in acute 
care. Future healthcare analysis predicts increased consumer involvement in 
healthcare decision making (Charlesworth, et al., 2015). As the proportion of 
technology-savvy ‘baby boomers’ in hospital wards grows, their expectations of 
health services will similarly increase.  
This thesis further addresses a significant gap in the profession’s knowledge base.  A 
disconnect to the fundamental beliefs of the profession has led to occupational 
therapists who are dissatisfied with the breadth of current practice within the acute 
context. As current acute occupational therapy practice is not consistent with a 
traditional approach, it is not clearly understood by either occupational therapists 
or the wider health team. Research that explores how occupational therapists 
practise under recent changes to the acute health system is necessary to help 
support future occupational therapists to demonstrate professional worth in the 
acute hospital context. 
5.3 MAINTAINING THE ESSENCE OF 
OCCUPATIONAL THERAPY IN AN EVER-
EVOLVING SETTING 
A major finding of the thesis was that working in the current acute context has 
resulted in significant modifications to traditional occupational therapy practice. 
Interpretation of the study participants’ responses identified that an overwhelming 
requirement to facilitate client discharges had expanded the participants practice 
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into complementary roles where they could continue to use their occupational 
therapy knowledge in a truncated form. Developments of the client advocate and 
team facilitator roles were borne out of the practice challenges experienced in the 
acute setting. These roles are discussed in more detail in chapter four, in the 
qualitative article entitled Occupational therapy in Australian acute hospital: a 
modified practice. For the study participants, lack of explicit awareness of these 
roles was evident. Developing into the advocate and facilitator on the ward 
occurred in response to restrictions placed on accessible resources and the time 
available to spend with each client. By being the advocate and facilitator, the 
participants had roles where they could draw on their fundamental occupational 
therapy skills to promote the importance of their client’s needs and wants in team 
discharge decisions. In the time-pressured acute hospital, these roles demonstrated 
a better fit for the occupational therapists. By promoting a client-centred approach 
to discharge, the occupational therapists ensured that a fundamental objective of 
the profession could exist in this setting, albeit in a modified form.  
Despite the positive contribution these roles added on the acute ward, the value to 
the discharge process was often hidden. Inability to clearly articulate their clinical 
actions to the multidisciplinary team was experienced by the participants. As service 
provision often involved organised interactions with others, the participants had 
difficulty explaining this contribution in a tangible sense. These findings are 
confirmed by Hanson (2009) who identified that many aspects of occupational 
therapy practice within the acute medical setting go largely unrecognised. 
Described as hidden practice, Hanson found that occupational therapists within 
acute care frequently failed to acknowledge and articulate their work. By failing to 
make practice explicit in acute care, an understanding of the tacit knowledge that 
exists cannot be extrapolated for education and learning. The current modifications 
demonstrated by the acute occupational therapists in this study suggest that while 
intrinsically valuable for managing daily work on the acute wards, modified practice 
was as yet unrecognised as a valuable occupational therapy identity.  
There is little published research that explores how tacit knowledge develops in 
acute hospital occupational therapy. Repeated exposure to the requirements of 
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acute healthcare had shaped knowledge of how to work in this setting (Eraut, 
2000). Knowing where and how best to use their occupational therapy skills became 
the often unspoken and accepted nature of acute care practice. For the 
occupational therapists interviewed, the tacit knowledge developed in the acute 
hospital was supported by the development of a rapid, integrated approach to 
clinical reasoning as discussed in chapter four. To date, research into occupational 
therapy clinical reasoning acknowledges the existence of multiple types of 
reasoning including scientific, diagnostic, procedural, narrative, pragmatic, ethical, 
interactive and conditional reasoning (Boyt Schell, 2003; C. Mattingly & M. Fleming, 
1994). As outlined in chapter one, understanding of how each type of reasoning 
exists and its contribution to the formation of clinical decisions in occupational 
therapy has begun to be extensively reviewed (Boyt Schell, 2003; L Robertson, 
2012). However, it is proposed here that the participants in this study both used 
and rapidly integrated the multiple named types of reasoning (C. Mattingly & M. 
Fleming, 1994) in an effort to meet rapid discharge outcomes in the acute hospital 
setting. To make rapid decisions in a time pressured environment, the participants 
worked quickly to form assessment, intervention and discharge plans even before 
they met the client. As expanded on in chapter four, clients were approached in a 
uniform and systematic way; and questions were highly refined and targeted to 
ensure maximum information was generated in the shortest amount of time. A 
rapid, integrated approach to clinical reasoning was developed out of exposure to 
the acute hospital setting and the workplace demands experienced within it. 
Utilising clinical seniors for discharge problem solving had assisted to significantly 
refine the approach used with clients in acute care. For the participants, they 
remained unaware of the unique changes they had made to their clinical reasoning 
process in the acute care setting.  
As discussed by Fitzgerald (2012), reasoning in practice is influenced by the wider 
socio-political environment in which the decision is made. For acute hospital 
occupational therapists, this idea holds true. Changes to the funding and 
management of acute hospital wards greatly influence the time occupational 
therapists can invest in each individual client. Increasing expectations from the 
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client, occupational therapy department, hospital and wider health system interact 
to modify clinical reasoning processes in the acute hospital setting.  The 
consequence of having limited time to invest in each client necessitated a need to 
make fundamental practice changes.  
Within this thesis, the identification of the advocate and facilitator roles currently 
being undertaken by Western Australian acute occupational therapists provide clear 
opportunities for the profession when considering a future direction in acute care. 
Future healthcare planning indicates that there will be a rise of middle-class 
consumerism within Australia (Frenk, et al., 2010). Consumers will be better 
informed and more involved in their own health care (Frenk, et al., 2010). 
Conversations regarding client discharge plans will no longer be centred solely on 
the health team and the client. Increased collaboration with clients, their families 
and extended health networks will work to increase consumer empowerment 
within the health process. Occupational therapists within acute hospitals are 
already demonstrating that through the completion of tacit roles such as the 
advocator and facilitator they can meet the requirements sought from a future 
health system.  
Future healthcare management for the elderly or those with chronic conditions will 
happen over a continuation, rather than individual episodic care events. The rise of 
co-ownership of health records, such as eHealth, will require the seamless transfer 
of information between health providers and consumers (Charlesworth, et al., 
2015). Health professions such as occupational therapy that encourage cooperation 
and engage in the ready transfer of client knowledge have the potential to be 
extremely valuable assets for the future health system. For occupational therapists, 
embracing and building on the already existent advocate and facilitator roles would 
ensure occupational therapists are involved in facilitating the ‘bigger picture’ for 
individual clients beyond the hospital walls. By forming links before, during and 
after periods of acute health presentation, occupational therapy has the potential 
to support clients transitioning into, and from the acute hospital with greater ease.  
However, for occupational therapy to survive in this setting, , a systemic shift is 
needed away from the current repeated attempts at maintaining a restorative  
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approach to practice in acute care  as it is unlikely to yield satisfactory outcomes for 
the profession.   
5.4 RE-FORMED PRACTICE FOR A REFORMING 
SYSTEM 
It is widely acknowledged that health provision in its current format is unsustainable 
(Day, 2015; Frenk, et al., 2010). Innovation in how health services are provided to 
future consumers will be necessary to meet increased demand (Day, 2015; Frenk, et 
al., 2010). An increasingly digitalised world will make accessing, disseminating and 
engaging with up-to-date health information quicker and easier (Norbye, 2016). For 
occupational therapy, re-formed practice that includes these imminent visions is 
necessary for the future compatibility of the profession in the acute hospital.  
This thesis has indicated that currently occupational therapists within acute 
hospitals in Western Australia experience difficulty expressing an identity and role 
to the wider team. Restrictions on acute practice over the past 30 years have led 
occupational therapy to work mainly within discharge parameters. While the 
participants in this study acknowledged they contributed greatly to the discharge 
process, the identity afforded to them lacked a connectedness to the underlying 
philosophical base of the occupational therapy profession.  Clinical decisions made 
without the guidance of the profession’s beliefs and philosophy has been shown to 
negatively impact on feelings of self-worth and job satisfaction (Edwards & Dirette, 
2010; Law & McColl, 1989).  
Occupational therapy researchers have implored the profession to develop a clear 
identity in the acute setting (Craig, et al., 2004; Wilding, 2008; Wilding & Whiteford, 
2008). However, previous understanding of how occupational therapists work 
within acute hospitals was limited. They have also failed to adequately consider 
how occupational therapy could, or should be practicing in light of ongoing trends 
within healthcare. This research clearly details the implicit roles completed by 
occupational therapists in acute hospitals. Integrating this information into the 
broader context of public healthcare reform allows the identification of future 
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directions for the development of professional identity. As governments look to 
new ways of providing services to an increasingly mobile and informed population, 
a clear understanding of current scope of practice provides the tools necessary for 
occupational therapists to articulate professional boundaries and professional 
worth in future acute hospital work.  
The results of this study indicate that presently, occupational therapists 
commencing practice in Western Australian acute hospitals feel challenged when 
confronted with the realities of this workplace.  Professional education has not kept 
pace with the changing face of healthcare in Australia. Curriculum is varied and 
fragmented between institutions and it would seem that limited explicit education 
on the requirements of working within the acute hospital exists (Occupational 
Therapy Council (Australia & New Zealand) LTD., 2012). This has resulted in ill-
equipped graduates who are unable to work cohesively within the acute setting or 
know where to assert their full potential (M. Gray, et al., 2012; Sutton & Griffin, 
2000). For occupational therapy educators, curricula must keep abreast of current 
innovations, technologies, fiscal pressures and other changes to health care and 
health knowledge. Advancements in technology will require graduates to analyse 
and decipher vast amounts of information as they relate to community services, 
funding and grant options for clients in specific clinical settings but also for wider 
diagnostic groups within the population. (Garrett, 2012; Norbye, 2016). Changes to 
the use of technology will challenge conventional ideas of how to provide 
information to clients during periods of acute admissions.  The increased availability 
of smart phones and personal technologies will allow health professions such as 
occupational therapists to engage in mass communication with clients in the acute 
care setting (Garett, 2012). An ability to track the needs of clients as they move 
between the acute hospital and their home would ensure occupational therapists 
continue to engage with clients for their continuation of care. Megatrend 
predictions point to an upwardly mobile workforce that will be both locally 
responsive and globally connected (Charlesworth, et al., 2015; Day, 2015). Proactive 
university education would prepare graduates to be members of a global workforce, 
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where knowledge and skills are shared further than currently experienced and with 
a wider reach of consumers, families and health networks.  
Current university education is centred on informative learning where skills and 
knowledge necessary to produce competent occupational therapists are taught 
(Occupational Therapy Council (Australia & New Zealand) LTD., 2012). However, in a 
changing health landscape occupational therapy needs leaders to promote its 
cause. A need for explicit transformational learning to occur within occupational 
therapy curriculum would ensure that graduates become enlightened agents of 
change that are better placed to ‘read’ the health system. Greater understanding of 
the socio-political factors affecting health care could better prepare graduates for 
practice in acute hospitals as well as other health care settings. By being able to 
critically analyse how the acute health system works, occupational therapists will be 
better able to contribute to shaping it without the constraints of outdated ideals 
and resources (Garrett, 2012). Graduates will also be more aware of why 
modifications to practice are needed in the acute health setting. Restrictions on the 
nature of what can be provided within the acute care context lead many 
participants to struggle with adapting ‘what they know’ to ‘what they could do’. For 
occupational therapists, this results in practice being reactive rather than proactive. 
Difficulty identifying how they fit within the current acute health context lead them 
to minimise their role to that of what was expected of them, not what they felt they 
could achieve.   
Acute hospital occupational therapists could be supported to engage with primary 
health practitioners and community agencies above and beyond what currently 
exists. By engaging in the community support networks of at-risk consumers, 
occupational therapists would be best placed to facilitate team action should a 
presentation occur as they have ready access to up-to-date information provided by 
community sources.  This shift requires extensive collaboration with primary health 
practitioners and community agencies. However, by utilising their skills as 
advocates and facilitators, occupational therapists could significantly improve the 
length and overall discharge management of consumers from the acute hospital. By 
preparing for an increasingly digital world, occupational therapists could take 
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advantage of new systems for health information sharing. Continuously updating 
and amending community supports before, during and after the hospital journey 
could significantly change the admission and discharge process for acutely unwell 
clients. 
To support clinicians to make such a dramatic re-formed approach to their practice, 
clinical supervision is essential.  Consistently, research in occupational therapy has 
highlighted the importance that regular supervision can make to identity formation 
in acute care (Cusick, et al., 2004; Griffin & McConnell, 2001). Despite this, in 
practice supervision is rarely prioritised (Cusick, et al., 2004). Supervision that goes 
beyond purely pragmatic purposes is needed to support occupational therapy 
within acute hospitals. To build on developing compatible roles in an increasingly 
consumer-driven acute care sector, greater use of critical analysis and reflection is 
necessary. When support systems exist, occupational therapists could feel 
empowered to proceed with a modified approach to practice in this setting without 
guilt that traditional practice is being abandoned. This could lead to greater clarity 
regarding professional purpose in the acute hospital setting.  
5.5 FURTHER RESEARCH AND EDUCATION 
The thesis proposed that to remain relevant in the acute hospital, occupational 
therapists have intuitively modified their practice. Questions regarding how 
occupational therapists are supported in their modified acute practice are raised, 
particularly how occupational therapists can be successfully supported to engage in 
a reformed approach to acute occupational therapy practice. Research that 
explores the translation of implicit tacit knowledge into explicit learning in acute 
care could assist in promoting professional roles and identifying professional 
parameters in the evolving acute health system. Additionally, increased education 
on the socio-political changes occurring within healthcare and how occupational 
therapy knowledge is being successfully integrated would be advantageous. 
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5.6 CONCLUSION 
This research has identified that occupational therapists within the acute hospital 
setting are making an unconscious modification to their practice in order to ensure 
occupational therapy skills continue to exist in this setting. The research has 
expanded on previous research into acute hospital roles and detailed the unspoken 
client-centred roles that occupational therapists are fulfilling in acute care. As 
confirmed by previous research, ongoing difficulty with developing a clear identity 
has been highlighted in acute care. The practice challenges experienced by 
occupational therapists in acute hospitals are unique and greatly influence the work 
that can be completed in this setting. Occupational therapy education programmes 
need to include learning on how to respond to the socio-political changes occurring 
within local and global acute healthcare. Understanding the clinical reasoning skills 
necessary to meet the requirements of acute practice occupational therapy is also 
imperative.  The future success of occupational therapy in both the acute hospital 
and wider health system is dependent on the ability of the profession to re-form its 
practice approach. The development of the advocate and facilitator roles highlights 
how a client-centred focus is being maintained. Occupational therapists need to 
embrace technology so their role can be effective across the continuum of client 
care and in a manner that will positively assist the profession’s future in Australian 
healthcare. 
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APPENDIX D DEMOGRAPHIC INFORMATION 













































Six 20 months 3 months General medicine/ 
short stay unit/ 




Seven 120 months 60 months General surgery No  35-49 
years 
Eight 36 months 12 months General medicine Yes 25-34 
years 
Nine 12 months 8 months General medicine Yes 18-24 
years 
Ten 21 months 8 months Acute medical ward Yes 25-34 
years 
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APPENDIX E INFORMATION SHEET 
 
 
My name is Lauren Geddes and I am a post graduate student in the School of Occupational 
Therapy and Social Work at Curtin University of Technology. I am currently undertaking a 
research project for my Master’s degree looking at a contemporary view of occupational 
therapy practice in acute care settings in metropolitan Western Australia. 
Occupational therapists work in large numbers in fast paced, dynamic acute settings.  In this 
context they are faced with many challenges: an increased emphasis on accountability; the 
speedy and flexible movement of patients in the health care system; challenging financial 
and environmental limitations; and the increasing requirement to adapt practice from more 
traditional interventions to ones better suited to this setting. 
This study will explore the depth and scope of current occupational therapy practice in 
Western Australia and the factors identified by occupational therapists as influencing their 
daily practice at both an organisational, operational and individual level. The project will 
explore the clinical reasoning of occupational therapists in this setting and how it is used 
within the current practice. 
The results of this research will increase our understanding of the nature of occupational 
therapy in acute care settings and contribute to efforts aimed at improving and maintaining 
quality occupational therapy practice within Western Australia. Findings will have 
significance for practitioners, managers and educators in both acute settings and the 
university sector around managing future practice in this area. Whilst the results of this 
research will be used for publications and presentations, participant confidentiality will be 
maintained at all times. 
Interviews will be carried out with a number of occupational therapists who will be asked for 
their views on current occupational therapy practice in acute care settings. The interview will 
be recorded and will take approximately 45-60 minutes of your time. Participation in this 
study is voluntary and you may withdraw at any time without penalty. All information 
provided will be treated in a confidential manner and no names will appear on the 
transcribed interview. Extracts of the interview may be used in the research report, but you 
will not be identified in any way. Recordings will be eased following transcription. No risks 
are anticipated with your participation in this study.  
If you have any questions or concerns regarding this project, please do not hesitate to contact 
either Lauren Geddes via email: Lauren.geddes@student.curtin.edu.au or telephone: 9283 
7326 or the Chief Investigator Professor Lorna Rosenwax on 9266 3604. Gail Nesci is 
contactable as the site contact on 9391 2312. Lauren Geddes is a postgraduate student at 
Curtin University and this study forms part of her Masters of Philosophy.  
 
If you have any complaints or concerns about the way in which the study is being conducted, 
please contact the Chairman of the South Metropolitan Area Health Service Human 
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School of Occupational Therapy and Social Work 
 
I, ____________________________________ (print full name), hereby agree to participate 
in the project ‘A contemporary view of occupational therapy practice in acute settings in 
metropolitan Western Australia’. I give my permission to be interviewed and for the 
interview to be recorded. I understand the nature and intent of the research and have been 
given the opportunity to ask questions. I understand where to direct and further questions I 
may have. I have received a copy of both the consent form and information sheet and 
understand that participation in this study is voluntary and that I may withdraw at any stage. 
 
Signed participant (occupational therapist) ________________ 










This study has been approved for ethics through the Curtin University Human Research 
Ethics Committee OTSW-04-2011 and reciprocal approval through South Metropolitan 
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APPENDIX G INTERVIEW GUIDE 
 
1/  Can you describe a typical work day? 
i) What about a typical, stressful day? 
2/  Can you describe the role on the ward you work in? 
3/  How do you think different team members view your role? 
4/  What do you think you bring to the acute care setting as an occupational 
therapist? 
i) How do you think this differs from other team members? 
5/  Can you identify any organisational factors that influence your daily practice at a 
hospital level? (For example, ward allocation, patient allocation) 
i) Can you prioritise the top 3 of these that impact your working practice the 
most? 
6/  Can you identify any operational factors that influence your daily practice at a 
departmental level? (For example, requirements for service provision, paperwork) 
i) Can you prioritise the top 3 of these that impact your working practice the 
most? 
7/  Can you identify any individual factors that influence your daily practice? (For 
example, stress, organisational skills) 
i) Can you prioritise the top 3 of these that impact your working practice the 
most? 
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1/  Length of time employed at this hospital:  
2/  Length of time employed as an occupational therapist: 
3/  Length of time employed on present ward: 
4/  Years of experience 
New graduate____________ 2>4 years__________5>9 years__________ 10 + 
years_____ 
5/  Part time___________ Full time__________ 
6/  Gender Male  Female 
7/  Age group 
18>24 years__________________25>34 years_____________ 35years>49 
years________ 
 50 + years___________ 
8/  Education 
Curtin University of Technology   Edith Cowan University 
Interstate institute__________________  overseas institute_______________ 
Undergraduate   Post graduate   GEM  
 Other 
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Mr B is currently being admitted to your ward after being transferred from emergency. The 
doctors are currently with him but you run into the wife as you enter the room. She reports to 
you she found him in the backyard and that he was trying to get up from the ground using the 
back step. She states she called the ambulance as she was unable to assist him off the ground 
herself. Mrs B is unable to expand on exactly what happened as she was inside at the time. 
When you review his case with the doctor’s later that morning they report a XRAY and CT 
scan has reviewed no broken bones and no head injury. He’s admitting diagnosis is 
deconditioning and he does have some lower limb bruising. 
Based on this information alone; can you describe your approach for this client on 
admission? 
 
OPTIONAL QUESTIONS FOR FOLLOW UP 
Follow up question: What other background information would you need from Mr B and his 
wife to form your intervention plan? 
Follow up question:  You learn from talking with his wife that Mr B fell whilst practicing his 
golf swing; does this change your intervention approach for him? 
Follow up question: Mr B is normally quite active and completes many leisure interests; 
namely golf and swimming during the week. Does this change your thoughts around his 
admission? 
Follow up question: What would your recommendations be for this gentleman? 
 
It is a busy day for you on the ward when Mr B has been admitted and you have lots of 
outstanding clients to see. 
From the intervention you have listed is there anything that you feel you can delegate to 
other professionals to complete to decrease your workload? 
Why do you feel these tasks can be delegated to other allied health when you previous felt 
it was your role to complete them? 
From what you have said you can delegate can you describe to me what you feel is 
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APPENDIX L SOUTH METROPOLITAN AREA 
HEALTH SERVICE RECIPROCAL 
ETHICS APPROVAL 
 
 
 
 
 
